Introduction Introduction
The incidence of complete Achilles tendon rupture is 18 per 100 000 patient-years 1 and is usually diagnosed clinically by GPs. The extent of clinical misdiagnosis is unknown in Norway, but may be high. 2 This is important as delayed treatment has unfavourable consequences. 1, 3 We report how a GP, with no clinical ultrasound experience, recorded images with a pocket-sized ultrasound device (PSUD) under supervision to confirm a complete Achilles tendon rupture. This could present a new indication for GP ultrasound.
Case report
A 36-year-old man experienced acute pain above the right heel accompanied by an audible snap while sprinting. He immediately had difficulty walking and 3 hours later consulted an on-call GP. Posterior ankle swelling with a tender depression 3 cm proximal to the calcaneum was found. Active plantar flexion against resistance was weak and Simmonds-Thompson test was 'partially positive' on applying a strong calf-squeeze. Based on these findings, calf muscle rupture was diagnosed as the Achilles tendon was thought to be intact. The patient was advised to elevate the foot and wait 2 weeks for improvement. Two days later a second GP, who was aware of a history of an audible snap, considered complete tendon rupture and reexamined the patient. Findings included an absent right heel raise due to weakness, minimal active plantar flexion against gravity and lying prone, significant right ankle swelling without bruising, and an altered angle of declination. Palpation elicited no ankle bony tenderness, yet a painful gap was identified 6 cm proximal from the calcaneal attachment, along the line of the Achilles tendon. Simmonds-Thompson's test was clearly positive. The positive Simmond's triad indicated a clinical diagnosis of complete rupture of the Achilles tendon. A 3.4-8 MHz linear array probe PSUD (VScanÔ dual probe, GE Healthcare), set at a depth of 3.5 cm, was used under the supervision of a rheumatologist experienced in ultrasound. The tendon was enlarged from 1 cm to 6 cm above the calcaneal insertion, where a clear gap was seen ( Figure 1) . Two hours later a radiologist-performed ultrasound (LOGIQ E9Ô, GE Healthcare) and reported an enlarged distal tendon and a complete rupture at 5-6 cm from the calcaneal attachment, creating a 2.7 cm blood-filled gap ( Figure 2 ). Surgical exploration 8 days post-injury found a complete Achilles tendon rupture '5-10 cm above the ankle joint'.
Discussion
Tromsø Hospital serves a large area with a population of approximately 160 000. Between 2010-2014 an average of 21 patients per year were referred by their GP for suspected Achilles rupture.
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Introduction
Last summer our small medical team visited the Calais 'Jungle'. Since that time much has changed and the camp is being demolished and by the time this article is read, it will probably be long gone. Some youngsters are finally being brought to the UK under the 'Dubs' amendment. However, once this camp is cleared it will not solve the ongoing flight of refugees from war torn areas: other camps are already appearing.
July 2016
A young Afghan man caught his finger on a sharp point while trying to cross a barbed wire fence. The finger was partially degloved. He attended the local hospital, where they placed a few sutures, but now, 2 weeks later, the skin is necrotic and the underlying tissue looks infected. He is in danger of losing his finger. A middle-aged Sudanese man has been having rigors and is generally unwell. He says it is similar to when he last had malaria.
A young Ukrainian woman complains of lower back pain and urinary frequency. The paths of these three people may never have crossed; yet here they are, denizens of the Calais Jungle. They turn up to a makeshift primary care 'clinic' that we set up in the heart of the unofficial refugee camp one weekend in July 2016.
With only basic medical supplies, we are immediately challenged by what we see. How can we arrange secondary care for the young Afghan in danger of losing his finger? We try to persuade him to return to the original local hospital, but he is reluctant. It was not a good experience for him the first time round.
With the other two patients, it is easier. They can attend the Salam clinic run by a local association during weekdays. Later, we receive word that malaria has been confirmed in our Sudanese patient.
More people arrive, presenting with scabies, rat bites, tinea, chest infections, and wheezing from inhaling smoke from fires lit to cook and keep warm in their tents at night. We examine a severely malnourished 2-year-old boy. We meet several of the camp's 600 unaccompanied children, at grave risk of sexual exploitation. We learn that there is inadequate safeguarding in place to protect them. A young Eritrean man comes in worried about his eye. He has sustained direct ocular trauma from a rubber bullet, and will never see normally again out of that eye. We see haematomas from police batons, and hear about children being exposed to tear gas again and again ( Figure 1 ).
The reality
These are no ordinary patients. They have travelled far from home to escape war, poverty, and misery. They have endured personal odysseys to get here, experienced untold hardships, and suffered unimaginable privations. Many have survived the loss of their families, torture, and rape. Their journeys over, for the moment at least, they must make their homes in the Calais Jungle. Their new shelters are in many cases mere tarpaulin covers, and their new beds just rugs on the ground. They own next to nothing. There is little for them to do, besides use their ingenuity to cross the English Channel in search of a better life. They are vulnerable to exploitation, crime, injury, and disease. Potentially violent clashes with local police, with other ethnic groups resident in the Jungle, or local far , heart failure, and dementia. Drawn up by health professionals and local authorities, the DMPs encompass available CPGs (describing evidence-based care, including systematised diagnostics, treatment, follow-up, and support for self-care), and describe the interdisciplinary and cross-sectoral organisation between general practice (Box 1), municipalities (local authorities in the UK), and hospitals. 4 By means of stratification, the DMPs divide patients into groups according to disease severity and care needs. This should ensure standardised adjustment of chronic care to the needs of different patients throughout the health system, 3 by taking account of disease intensity and complexity, comorbidity, and patients' self-care ability, which includes their capacity to follow treatment. For example, patients with T2DM should usually be managed in general practice, but also consult specialist care in case of increasing disease severity, and municipal self-care support in case of poor self-care ability (Table 1) . However, Danish studies have found that some patients with less severe T2DM receive specialist care, while others with severe T2DM remain in general practice. 7, 8 In addition, an increasing number of patients have multiple concurrent chronic diseases 9 and may be covered by several DMPs simultaneously. Adding to the complexity is that assessments of patients' self-care ability are not well-established, since the concept of self-care is contested and has multiple definitions. 10 In most cases, GPs are responsible for stratification, self-care assessments, and implementing relevant DMPs for individual patients. Therefore, it is important to explore GPs' clinical experiences with DMPs, especially in the care of patients with multiple chronic conditions and lowered self-care ability. The literature on this subject is sparse.
Aim
This article explores how GPs experience the clinical applicability of DMPs in the management of patients with multiple chronic conditions and lowered self-care ability.
Method
GPs were recruited from two rural municipalities in south-eastern Denmark that are characterised by a population with lower socioeconomic status and a high prevalence of chronic conditions. The sampling was a 2-step process. First, one of the researchers, who is also a GP, gave a presentation at Box 1. General practice in Denmark.
Almost the entire Danish population is registered with a GP for primary health care, which is taxfinanced and free at the point of use. GPs are private entrepreneurs regulated through collective agreements between the Danish regions and the organisation of GPs. 5 Patients need referrals from their GPs to consult hospital specialists and to access municipal educational self-care support. Consequently, GPs in Denmark act as gatekeepers to other health services and play a key role in chronic care, which is organised through disease management programmes (DMPs). three local GP meetings, which resulted in four GPs agreeing to participate. Second, with the intention to include 12 GPs in total, an additional 10 GPs were consecutively invited among all 55 GPs in the study area. To provide maximal variation, the GPs were purposively sampled based on age, sex, practice size, and location ( Table 2) . Of these, eight agreed to participate. In 2015, the researcher conducted and audio-recorded individual, semi-structured interviews with participating GPs at their practices. The interviews began with questions linked to three anonymised case patients, identified by each GP in advance, and were followed up with questions on broader experiences.
All patient cases satisfied the following selection criteria:
. diagnosis of T2DM;
. diagnosis of 1 additional chronic condition; and . the GP experienced the patient having difficulty following treatment, as a proxy of lowered self-care.
T2DM was chosen as a criterion because of its high prevalence, and because it was the first disease to have a DMP. In addition, the patient cases had prevalent chronic diseases often combined with mental disorders, addiction problems (Table 3) , or complicating social circumstances. Moreover, age and sex of the selected patients were well distributed, so the study data concern a broad spectrum of patients. Boxes 2 and 3 illustrate typical scenarios where GPs found these patients were facing challenges following recommended treatment.
The interviews were transcribed verbatim. Systematic text condensation was used in the analysis of data, which is a pragmatic phenomenological approach that aims to derive knowledge from Practice size
GP 6 2 GPs 6
Practice location
Village, <5000 inhabitants 3
Town, 5000 inhabitants 9
Distance from practice to hospital Research everyday experience, and is suited to a cross-case analysis of a phenomenon to identify new descriptions and concepts.
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The analysis had four steps:
1. establishment of themes for coding; 2. classification of the meaning units; 3. abstraction and condensation; and 4. synthesis into consistent descriptions and concepts.
The research team comprised three medical doctors (of which two were GPs), a nurse, and a Master of Science in Public Health, all of whom identified the themes. The analysis was inductive, and the researcher performed open coding of all interviews by hand. The process was mentored by two other researchers, who also independently coded 10 and five interviews respectively. Through comparison of codes, the researchers discussed the coding framework and interpretations until consensus was reached. This process also led to re-reading of data extracts and whole interviews. One of the two mentoring researchers participated in and supervised the condensation and synthesis. Other themes related to self-care are published elsewhere.
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Results
All participating GPs emphasised that chronic care was a substantial part of their work. They had organised chronic care in general accordance with CPGs: they planned to see their patients annually for systematised, disease-specific consultations, and often delegated inbetween check-ups to practice nurses. Nonetheless, this structure was difficult to maintain Peter is a middle-aged man with schizophrenia and periodic alcohol misuse, who is overweight. He also suffers from type 2 diabetes, heart failure, and chronic obstructive pulmonary disease. His GP had tried to refer Peter to hospital several times, but Peter often cancels or leaves the hospital because he cannot cope in the large hospital setting. The GP finds that Peter has an unbearable feeling of insecurity which is related to his psychiatric disorder. Therefore, the GP manages Peter's chronic conditions, although she does not see this as the best solution for Peter. They are in weekly contact and Peter gets appointments at very short notice, because he has so many diseases to deal with and his conditions easily exacerbate. 
GPs' clinical experiences with CPGs in the DMPs
GPs found CPGs difficult to adhere to when patients had multiple chronic conditions or lowered self-care ability, due to four main GP-perceived patient challenges: too much medication; conflicting treatments; overload of healthcare appointments; and non-attendance. In cases of multiple chronic conditions, several DMPs were brought into play, and the recommended medication sometimes overwhelmed patients. Without any guidance from the DMPs, GPs often had to help patients prioritise between several medications to ensure adherence, even if this sometimes went against recommendations:
If you follow guidelines, they must take more than 20 drugs, and the role of the GP is to reduce it to four or five drugs. Otherwise, the patients do not take it . . . which we observe from their electronic records. (GP 9)
Further, CPG-recommended treatment of one disease could conflict with exacerbations of other diseases or psychosocial problems. One GP described how she felt compelled to treat a respiratory disease with oral glucocorticosteroids at the expense of worsening the patient's diabetes:
It is very difficult . . . She is so ill with her lungs that I occasionally must treat her with prednisolone . . . When she sits here and is hardly able to breathe, then her lungs come first. (GP 7)
GPs also described that following the recommended treatment of concurrent DMPs added up to a high number of healthcare appointments, both within and outside of general practice. Many patients were not able or willing to attend so many appointments. When several DMPs were used for one patient, some GPs bundled check-ups, although this goes against CPGs and GP financial reimbursement agreements:
I try to group the chronic diseases. If a patient has hypertension and diabetes, we cover all of it in one consultation . . . In this way, they [patients with multimorbidity] get two or three annual check-ups for the major things. (GP 3)
Non-attendance at scheduled check-ups for chronic conditions or attendance without an appointment were common challenges with patients who had lowered self-care ability. Most GPs mentioned that they would usually squeeze these patients in between scheduled appointments if they had specific worries about their health and were aware of their challenges attending appointments. When the patient's major problem was insufficient self-care ability to adapt their lifestyle to the disease, the GPs found the CPGs of little use, because their focus on medication and regular examinations could not improve disease regulation. They found few, if any, options in the CPGs of self-care support for patients with complex health problems:
They might reach the target for a period, where it's only about putting the right pill in their mouth, but at some point they get difficult to treat, because they don't do much else than taking a pill for their disease. (GP 8) Box 3. Example of a patient with concurrent somatic diseases. (GP 6)
John is a retired manual worker in his early seventies who has diabetes and possibly dementia, but he refuses further medical examination. He often shows up at the GP's surgery without an appointment. The GP has talked frequently to John and his wife about improving disease regulation through diet and exercise, but John has not managed to change his habits. Recently, John's wife has been diagnosed with cancer and cannot support John as much as before. John lives in the countryside and he disagrees with his wife's suggestion of moving to the nearby town, although he is at risk of losing his driver's licence.
GPs' clinical experiences with stratification criteria in the DMPs
The DMPs require GPs to stratify patients according to assessments of the patient's self-care ability and disease severity based on biomedical parameters. Thus, stratification forms the cornerstone of planning chronic care and may result in referral to other health professionals ( Table 1) . While most of the GPs were familiar with the concept of stratification, they rarely stratified patients as described in the DMPs. The GPs found stratification neither feasible nor beneficial for many patients, especially those with multiple chronic conditions and lowered self-care ability. As with CPGs, the complexity of these patients called for individualised judgments about the need for care that had to be continuously reconsidered. The biomedical focus of the DMPs was not compatible with the GPs' whole-person approach to patients, and some GPs saw stratification as an externally imposed interference in the patient-doctor relationship:
I have never liked to pigeonhole patients. It's completely unrealistic. If we have to treat them equally, we must give different treatments. Twenty per cent of patients might fit into some boxes, but the others don't. To me, it [stratification] is more constricting than inspiring. (GP 5)
Further, the GPs found stratification had very little clinical relevance for patients with complex needs, because most referral options were inadequate for these patients.
Hospitals and DMPs
The GPs found that hospitals did not meet the needs of patients with multiple chronic conditions and lowered self-care ability, because they focused on specific diseases and objective measures rather than the patient's overall situation. GPs also found that many hospital clinics were staffed with nurses without authority to deviate from CPGs or confer with specialists outside their field. As a result, patients would often end up attending several clinics in different hospitals, which risked appointment overload and non-attendance:
The diabetes outpatient clinic does nothing but adjust the medications to improve the blood sugar values . . . They have no additional programmes to support the patients. (GP 7)
Further, the GPs found that health professionals in hospitals did not adjust treatment to the individual needs of patients with few resources, nor did they focus on self-care support, which they considered often to be the core challenge or the primary reason for the abnormal objective measurements that led to a hospital referral in the first place. The GPs also had experience with outpatient clinics dismissing patients if they did not show up at the scheduled time, or dismissing them for non-compliance:
If [the patient's diseases become poorly regulated or they develop complications] by not following the treatment . . . these patients with lowered self-care are dismissed from the hospitals, because the specialists find that they are non-compliant and then it's a job for the GP. (GP 12) For some patients with lowered self-care, a long journey to hospital was a barrier. The GPs suggested that the hospitals could adapt to the need of patients with few resources by establishing outpatient clinics with multiple specialties closer to patients' homes:
I wish to have outpatient clinics with different medical specialties closer to my patients . . . Many of my patients would appreciate avoiding the long journey, and I believe that it would enable more patients to visit a specialist. (GP 5)
Instead of using stratification criteria in decisions about patient care and referral, the GPs made the decisions together with the patient by taking the patient's preferences and resources into consideration. The GPs combined this with their own assumptions about the overall benefit of referral from a whole-person perspective. In these decisions, GPs often used their intuition and knowledge from their long-term doctor-patient relationship, giving less regard to objective biomedical parameters. The GPs said that when the patient and/or the GP decided against referral, or when patients were prematurely dismissed from the hospital, they had to manage patients' complex chronic conditions in general practice. The GPs agreed that from a biomedical perspective, and based on the recommendations of the DMPs, they were not fully qualified to manage patients in this way. From a whole-person perspective, GPs perceived general practice as the most obvious place of treatment for patients with lowered self-care ability, because self-care support demanded knowledge of the patient's situation without the further disruption to regular treatment that attendance at several specialised outpatient clinics can bring. However, within the current system, GPs lacked the financial and human resources to fulfil this task properly:
These patients are thrown backwards and forwards between medical specialties in distant hospitals, and it makes it all worse, because they lose contact with general practice . . . These persons, who live here, would be worse off than if they had a single place with stability. (GP 9)
Municipalities and DMPs
According to stratification criteria, GPs should refer patients to municipal (local authority) health care if, in their assessment, the patients need self-care support. The GPs noted that many patients with multiple chronic conditions and lowered self-care ability required support to manage their conditions and to make lifestyle changes. According to the GPs, this requirement was not met by the municipalities, since the only referral option for self-care support was group-based educational programmes, which ran over a few months with no long-term follow-up. There was no other outreach programme or long-term self-care support:
I would like the municipal self-care support to last longer than just such a one-night stand, so to speak. They go through all of it in one short course, but there should also be something to maintain the achievements. (GP 1)
Moreover, many patients with limited educational attainment, mental disorders, or concurrent or disabling diseases did not fit into the educational programmes. The GPs found that more individual and proactive self-care support was missing. For example, they mentioned support from a social worker to attend healthcare appointments with the patients, to help them remember the prescribed regimen, and to understand the disease and the purpose of treatment: 
Discussion Summary
The GPs in this study had generally organised chronic care in line with CPGs embedded in the DMPs. However, they found DMPs had several limitations, in particular for patients with multiple chronic conditions or lowered self-care ability. Firstly, to follow DMPs to the letter for concurrent diseases could mean that patients ended up with too much medication, conflicting treatments, an overload of appointments, fragmented health care, and no direction for self-care support. Secondly, GPs found stratification of these patients neither feasible nor beneficial, because the stratification criteria were too biomedical and did not reflect patients' needs. Further, regarding referral to hospitals or municipal health services, the GPs found the available options were inadequate for this patient group. As a result, GPs often found themselves solely responsible for the treatment of patients with very complex chronic conditions in direct opposition to the intention of the DMPs.
Strengths and limitations
To reduce the risk of conceptual blindness inherent in peer interviewing, the research team included health professionals from outside general practice throughout the study. 13, 14 However, participating
GPs knew the interviewer's identity as both GP and researcher, and expressed that they could talk more openly to a peer about clinical dilemmas than to an interviewer with another professional background.
This study took place in two areas of rural Denmark characterised by lower socioeconomic conditions, which might imply limited transferability of the findings to urban or more prosperous settings. However, a study from the UK found that GPs practicing in a wide range of socioeconomic settings experienced similar challenges with multimorbidity, 15 suggesting that the challenges experienced by
GPs in the present study are more likely due to dealing with patients with complex needs, rather than working with patients in lower socioeconomic settings. The choice to let GPs pre-select three anonymised case patients facilitated discussion of concrete and comprehensive examples of their experiences, rather than abstract and generalised attitudes. To reduce the risk of the data focusing on only a few very complex patients, GPs were also asked broader questions to elicit more general views and experiences with this patient group. Further, as many of these results are also reported in other studies, [16] [17] [18] it indicates that these findings are transferable to other settings.
Comparison with existing literature
Challenges in chronic care management has been well described for years, 2, 17, 19 and DMPs were thought of as a new approach to overcome barriers and suboptimal treatment in this area. 19 However, these findings show that GPs found DMPs to be inadequate in clinical practice, especially for patients with complex health problems. Similarly, a recent Dutch study showed that GPs found CPGs less useful for complex cases and not adjustable to the needs of the individual patient.
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In fact, CPGs have been found to add to the complexity of patient care. 17 Likewise, the GPs in the present study found that CPGs and stratification criteria embedded in the DMPs risked increasing the burden of treatment, 20 with too much medication, or too many and fragmented healthcare appointments in general practice and hospitals for these patients, who are already at risk of being overburdened. This study also identified how GPs found this induced a risk of patients not adhering or attending, which correlates to findings by May et al, where increased burden of treatment, caused by expectations to adhere to complex treatment and self-monitoring regimes, led to structurally induced non-adherence and underutilisation of healthcare services, because patients felt overwhelmed. 20 Hence, such treatment burdens may, in fact, even contribute to accumulated patient complexity over time. 21 The literature on burden of treatment also describes how poor treatment outcomes may lead doctors to intensify treatment or refer patients to specialists with less knowledge of the patient, who then only increase doses rather than address the underlying difficulties in following the already prescribed treatment. 21 This correlates to this study's findings of GPs experiencing a discrepancy between patients' needs, and a focus on biomedical values in both DMPs' stratification criteria and hospital services, when they perceived the main reason for a poor health status was lowered self-care ability. Thus, DMPs may sometimes cause new barriers and still leave the old unsolved.
In the UK, a CPG for patients with multiple chronic conditions was recently published, 22 but its clinical applicability needs further exploration. The experience of the GPs in this study -that DMPs are inappropriate standardisation, which forces patients into boxes based on biomedical measurements rather than individualised treatment decisions -has also been identified elsewhere. Studies of the Quality and Outcomes Framework implemented in the UK showed that British GPs experienced a conflict between the systematic focus on self-management and other areas of professional responsibility, such as prioritising the biomedical aspects of care at the expense of exploring the patient's perspective. 18 Further, patients found themselves leaving consultations with unmet biomedical, informational, and emotional needs due to the external demand of structured chronic care. 23 Regarding stratification, the GPs in this study found little, if any, clinical relevance for this categorisation as specified in the DMPs, and they experienced inadequate referral options to other health services, leading to fragmentation of care in some cases. Instead, they evaluated patients from a different angle when considering referral to other health services. To the GPs, their own evaluation had a purposeful clinical scope, focused on maximising the benefit to the whole person by including patient preferences and resources; it was more intuitive, built on knowledge from the long-term doctor-patient relationship, and less dependent on objective measurements or the directions of the DMPs. This practice resembles clinicians' use of 'mindlines' rather than guidelines, as identified by Gabbay and May, which are internalised tacit guidelines based on experience, collective collegial reinforcement, and negotiations at the individual patient consultation. 24 The GPs in this study used their prior knowledge of the patient's individual situation to accommodate patchy or ad hoc attendance at clinics, and to determine an individual
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